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Abstract
People with complex emotional needs (CEN) often receive poor care and struggle to access the evidence-
based therapy they require. As part of community transformation, the Help to Overcome Personal and
Emotional problems (H.O.P.E) team in Northumberland, and the Relational and Emotional Difficulties
Service (REDS) in Cambridge, were set up to ensure that people with CEN could receive timely therapy
without accessing secondary or tertiary services. Both services focus on providing adapted versions of
dialectical behaviour therapy (DBT). The present study aims to understand the process followed to
establish the two teams, identify whether they have been able to deliver accessible and acceptable treatment,
and reflect on shared learning points for other services to consider. The study provides descriptions of the
two service designs, further to quantitative and qualitative feedback from participants that completed
treatment with the services. The results confirm that people in Northumberland and Cambridgeshire who
accessed the services found the therapy to be acceptable and reported significant improvement in their
ability to regulate their emotions, a decrease in symptoms associated with CEN, and a greater sense of
progress towards achieving meaningful goals in their lives. However, in line with the broader literature, a
high number of people dropped out and did not complete the interventions. The results suggest that the
H.O.P.E team and REDS are providing acceptable and accessible evidence-based treatment for people with
CEN. Reflections for future services to consider regarding reducing drop-out rates, the length of treatment,
inclusion criteria, engaging people from minority groups and the use of online vs face-to-face therapy are
provided.

Key learning aims

(1) Understand the process followed to establish two different CEN services in primary care settings.
(2) Identify whether two CEN services have delivered accessible and acceptable treatment.
(3) Compare how two CEN services are structured, and highlight shared learning points for other

services.
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Introduction
The problem

Approximately 4.4% of the population has needs that are consistent with the diagnostic criteria for
personality disorder (Coid et al., 2006), including difficulties in maintaining close and mutually
satisfying relationships, problems in regulating emotions, and negative or inconsistent self-
identity and self-worth (World Health Organization, 2022). The diagnosis of personality disorder
is associated with difficulties in occupational, family, and social functioning (Chapman et al.,
2023), high mortality rates (Fok et al., 2014) and the frequent use of mental health services
(Meuldijk et al., 2017).

Diagnosis and terminology

The diagnosis of ‘personality disorder’ is controversial and has attracted a range of views for and
against its use over decades (Centre for Mental Health, 2019). People can feel invalidated or
untreatable after receiving the diagnosis and there are examples of it being used in a pejorative or
judgemental manner (Sheridan Rains et al., 2021). Whilst diagnosis is often needed for funding
and access to evidence-based treatment, there is recognition that the label of personality disorder
needs to change but little consensus on an agreed alternative (Lamb et al., 2018). With reference to
the above discussion, this paper will use the term complex emotional needs (CEN) to refer to
people who present with symptoms of personality disorder, with or without a diagnosis.

Treatment (therapies, access and acceptability)

Psychological therapies have been developed for CEN (specifically for people with a diagnosis of
borderline personality disorder) and are recommended as evidence-based treatments (National
Institute for Health and Care Excellence, 2015). People with CEN present with a variety of
symptoms and needs, and therefore flexible approaches that are responsive to the needs of each
person are important (National Institute for Health and Care Excellence, 2015). There is
encouraging evidence for therapies that involve talking one-to-one with a professional, such as
cognitive behaviour therapy (CBT) and psychodynamic therapies, as well as therapies that involve
individual and group sessions, including mentalisation based therapy (MBT) and dialectical
behaviour therapy (DBT; Katakis et al., 2003). A Cochrane review highlighted that DBT appears to
lead to a decrease in inappropriate anger, a reduction in self-harm and an improvement in general
functioning. Whilst the review identified encouraging findings from single studies on other
therapies, there were too few studies to establish firm conclusions on treatments other than DBT
(Storebø et al., 2020).

DBT was originally developed to treat individuals who present with a high risk of suicide or
self-harm. In its standard form it includes weekly skills groups, individual therapy and DBT
consultation (supervision groups for the practitioners), as well as telephone coaching which can be
accessed between sessions as needed. Four modules are taught which include mindfulness,
emotion regulation, interpersonal effectiveness and distress tolerance. The skills aim to help
individuals increase their self-awareness, understand and manage intense emotions, maintain
healthy relationships and survive crises. The skills are taught over 6 months and are then repeated,
making the full course of therapy 12 months in total. Repeating the skills provides participants,
who may be in crisis or feeling overwhelmed, the best opportunity to learn and apply them
effectively.

DBT has been shown to be effective in a variety of different settings (Hernandez-Bustamante
et al., 2024). However, DBT is resource intensive and therefore not readily available. It is often
prioritised for people in secondary mental health care settings who present with the most severe
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symptoms and associated risks. Moreover, many healthcare professionals have little training or
specialism in CEN, resulting in people often struggling to access effective treatments and being
misunderstood or stigmatised by the professionals they are working with (Lamb et al., 2018;
Richter et al., 2016). Services can be set up in a manner that causes unintentional re-
traumatisation or iatrogenic harm (Bolton et al., 2014). In summary, most individuals with CEN
cannot access DBT unless they are in specialist services, and the support they do receive may be
ineffective or stigmatising. There is a large disparity between the evidence base and the clinical
practice people can expect to receive (Dale et al., 2017).

National commitment

As part of the Mental Health Community Transformation Programme developed by National
Health Service England, within the NHS Long Term Plan published in 2019 (NHS England, 2019),
there is a renewed emphasis on providing people with CEN with better access to psychological
therapies and personalised trauma-informed care. The transformation has aimed to promote
partnership working between agencies to plug gaps in provision and thus more adequately meet a
community’s needs, through a focus on early intervention in primary care and an added emphasis
on lived experience.

Introduction to paper

Funding from NHS England led to the initial development of 12 pilot sites, each designed in
response to local need, with the shared aim of ensuring people with CEN could receive timely
evidence-based treatment without accessing secondary or tertiary services. The Relational and
Emotional Difficulties Service (REDS) in Cambridgeshire was one of the early pilot sites and
opened in early 2020. Subsequently, further teams were established across the UK, including the
Help to Overcome Personal and Emotional problems (H.O.P.E) team in Northumberland which
began in 2022.

The H.O.P.E team and REDS offer DBT that is adapted from the standard model; consultation,
training and scaffolding to primary care, voluntary and community services; support to the local
NHS 111 (mental health option) response service; and support to primary care services with
assessments and referrals. The services’ offer of adapted DBT aims to provide individuals with
skills to regulate their emotions and maintain healthy relationships, supporting them to function
better in their work, family and social lives. Consequently, individuals’ mental health and quality
of life may improve before their difficulties become more entrenched and require more intensive
and costly treatment. Whilst there is research on psychological therapies, there is very little
evidence on how to design services and systems of care (Foye et al., 2022). To the authors’
knowledge there has not been any published research evaluating the acceptability and feasibility of
these services.

The aim of this paper is to describe and analyse the models offered by two services. We hope it
will be interesting for the reader to note the different service designs and therapies offered. Both
services provide DBT that is adapted from the standard model. First, we describe and analyse the
H.O.P.E service, which is a newer, smaller service; then we describe the REDS service, which has
been running long enough to have evolved a more varied offer. Finally, we offer a discussion of our
shared learning points. We do not conclude that one service model offers a better service, but leave
it to the reader to consider how acceptable and feasible the models might be in their geographical
patches with their service users.
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Characteristics of individuals referred to each service

Table 1 details the demographics of individuals who engaged with each service.

Development, results and analysis of the H.O.P.E service
Development

The Help to Overcome Personal and Emotional Difficulties (H.O.P.E) team was set up in 2022
through consultation with people with CEN, commissioners and other experts in the field. The
initial service was piloted for a 3-month period before feedback was used to inform the team’s
final offer.

Approach

Assessment, language and venues
The H.O.P.E team service aimed to support individuals with mild to moderate presentations of
CEN in primary care settings before their problems became more entrenched and complex. In line
with trauma-informed care (Matthew et al., 2022) the team’s name, letters and leaflets were co-
created to avoid using overly medicalised or pejorative language. To promote accessibility, referral
criteria were based on symptoms of mild to moderate personality disorder (World Health
Organization, 2022), but formal diagnosis was not required (Table 2). The team aimed to work
towards the principles of trusted assessment to minimise the need for people to repeat their story.
Referrers were provided with training in assessing CEN and regular interface meetings to discuss
referrals were established. Practitioners in the H.O.P.E team co-ordinated individual’s care once
they were accepted into the service. The team located community venues across Northumberland
to deliver therapy (e.g. community halls), linked to the finding that traditional mental health
services and buildings can cause unintentional re-traumatisation (Bolton et al., 2014). Group sizes
were set at 8–12 people to allow the best opportunity for discussion. Northumberland is largely
rural (Northumberland County Council, 2021) and the option of online groups was provided for
people that wanted to minimise their travel.

Table 1. Demographics and characteristics of individuals referred to each service

Characteristics The H.O.P.E team The REDS team

Age
18–24 46 (23%) 25 (18%)
25–34 76 (37%) 51 (36%)
35–44 40 (20%) 37 (26%)
45–54 23 (11%) 19 (14%)
55–64 17 (8%) 9 (6%)
65+ 1 (1%) 0 (0%)

Gender
Identifies as male 40 (20%) 35 (24%)
Identifies as female 163 (80%) 98 (70%)
Non-binary 0 (0%) 7 (5%)
Prefer not to say 0 (0%) 1 (1%)

Ethnicity
White British 197 (97%) 118 (84%)
Any other white background 5 (2%) 10 (7%)
Mixed British 1 (1%) 6 (4%)
Other ethnic group 0 (0%) 7 (5%)

Referral source
Primary care mental health practitioner 160 (79%) 138 (98%)
NHS Talking Therapies for Anxiety and Depression 23 (11%) 0 (0%)
Secondary care mental health services 20 (10%) 3 (2%)
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Structured psychological intervention content

The team agreed to provide DBT without individual therapy (Kells et al., 2020) to ensure there was
capacity to deliver treatment across Northumberland. Individuals who engage in severe self-harm
should be routinely offered one-to-one follow-ups (National Institute for Health and Care
Excellence, 2022) and may present with severe, rather than mild to moderate symptoms of CEN.
Therefore, the team agreed to focus its resource on supporting the large group of people with CEN
that were not currently engaging in serious self-injurious behaviour. Skills to increase their self-
awareness (mindfulness), understand and manage their emotions (emotion regulation) and
maintain health relationships (interpersonal effectiveness) were included. Distress tolerance skills,
focused on managing crises, were considered less relevant for this population and excluded. The
ABC skills in the emotion regulation module are focused on helping individuals take care of
themselves and work towards meaningful goals and values. Due to the target population having
some capacity for self-direction and self-care it was agreed that the ABC skills could be condensed.
The content took 3 months to deliver and was then repeated over a total of 6 months to give people
the best opportunity to learn and practise the skills (see Table 3 below).

Additional interventions

The H.O.P.E team also provided interventions offered by peer supporters and a family therapist,
which are not evaluated in the paper. The peer support pathway included individual sessions that
aimed to be non-clinical and focus on emotional support, sharing personal experiences to inspire
hope, and/or practical support where appropriate, and a 6-week psycho-education group on
emotions. The family and carers pathway focused on providing family or couples therapy to
individuals open to the team.

Method

For the purposes of this paper the analysis focuses on the DBT without individual therapy
intervention.

Participants
Two hundred and three adults were referred to the team from January to December 2023. The
demographics of individuals that engaged with the service and were included in the study can be
found in Table 1. Inclusion criteria included: adults with CEN indicated by symptoms of mild to

Table 2. Referral criteria for the H.O.P.E team

Area Characteristics of mild to moderate personality disorder

Self-view Sense of self may be contradictory and inconsistent with how others see
them
Fragile self-esteem and difficulty recovering from criticism from others
Ability to set appropriate goals is often compromised

Problems in relationships May have frequent conflict with others but able to sustain employment
Difficulties understanding and appreciating others’ perspectives in
relationships
Relationships may be marked by estranged, conflict, avoidance or
dependence

Functional impairment and distress
experienced

Impairment in most social, familial, educational or occupational roles but
able to retain employment
Substantial distress
Impairment is not usually associated with substantial harm
No recent significant suicidal or self-injurious behaviour (<3 months)

Managing stress Usually, no level of dissociation preset
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moderate personality disorder (World Health Organization, 2022). Exclusion criteria included:
cognitive impairment resulting in problems retaining information; recent severe self-harm (less
than 3 months); and presentations better explained by alternative diagnoses. Twenty-four people
did not attend their assessment, 27 did not meet inclusion criteria and 34 did not want to pursue
therapy. Out of the remaining 118, 46 (39%) attended an initial group session before
discontinuing, 27(23%) engaged but discontinued before the end, while 45 (38%) engaged and
completed 6 months of therapy.

Intervention
The intervention delivered was a 28-week group DBT without individual therapy programme
(Table 3). Sessions were 2 hours in duration and delivered in adherence to the DBT teaching
manual (Linehan, 2015). The intervention was delivered once a week by DBT therapists with
intensive training from a licensed provider who led on presenting the skills and facilitating group
discussions, and a co-facilitator with lived experienced of mental health difficulties who focused
on helping individuals to attend and stay in the group. The co-facilitators did not have formal
training in DBT, which enabled them to focus on their lived experience perspective rather than
drawing on professional or taught content. Five groups were delivered online, whilst five groups
were delivered face-to-face. Group membership was between four and 12 people. The group was
rolling with new members joining at the start of each module. Telephone coaching was provided
as needed by the DBT therapists within office hours, Monday to Friday. In line with standard
DBT, individuals were encouraged to use the telephone coaching to consolidate their learning,
apply skills to everyday situations and manage crises if they arose (although this was uncommon
due to the population working with the team). The team engaged in weekly 1-hour DBT
consultation (supervision for the practitioners).

Measures
The following measures were completed pre and post treatment.

The Difficulties in Emotion Regulation Scale-16 item version (DERS-16) is a self-report
measure which assesses emotion regulation across five subscales (Bjureberg et al., 2016). It has
been found to have high internal consistency (α = 0.92) and good test–retest reliability
(Bjureberg et al., 2016). Using ‘criterion b’ proposed by Jacobson and Traux (1991), data collected

Table 3. Content of the H.O.P.E adapted dialectical behaviour therapy programme

Week Content

Mindfulness
1 Orientation; Goals and Guidelines. Wise Mind; Mindfulness ‘What’ Skills
2 Mindfulness ‘How’ Skills

Managing Relationships (Interpersonal Effectiveness)
3 Understanding Obstacles; Clarifying Goals
4 DEAR MAN
5 GIVE
6 FAST
7 Evaluating Options
8–9 Mindfulness repeated

Managing Emotions (Emotion Regulation)
10 Understanding and labelling emotions
11 Checking the facts
12 Opposite action
13 Problem solving
14 ABC Please and Mindfulness of Emotions
15–28 The content is then repeated
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from a normative sample can be used to suggest that a score of 49.41 or above (two standard
deviations above the mean) may represent a level of functioning that falls outside of the normal
population (Burton et al., 2022).

The Level of Personality Functioning Scale-Brief Form 2.0 (LPFS-BF 2.0) is a self-report
measure which assesses the severity of personality pathology. It has been found to have high
internal consistency (α = 0.82) and high test–retest reliability (Weekers et al., 2018). Data from a
normative sample suggests using 36 as a cut-off point for symptoms that may represent severe
dysfunction (Weekers et al., 2022). This methodology is consistent with ‘criterion b’ proposed by
Jacobson and Traux (1991) for establishing thresholds for clinically significant change.

A goal attainment measure: people identified an important goal in their life and rated how close
they were to achieving it from 0 (not close at all) to 10 (achieved).

Procedure
Participants completed pre- and post-treatment measures as part of their standard care. Approval
was given by the hosting NHS trust and individual consent was obtained. Participants were
provided with the opportunity to engage in one-to-one interviews to provide feedback.

Analysis
Quantitative analysis. A Shapiro-Wilk and a Levene’s test confirmed that the data had a normal
distribution and there was homogeneity of variances across groups. It was therefore appropriate to
use parametric statistics.

An independent t-test was used to establish differences between participants that completed the
6-month intervention vs those that dropped out. Two-way repeated measures ANOVA analyses
were used to analyse completers’ pre- and post-scores, and differences between online vs face-to-
face groups. Data were analysed using JASP version 0.18.1.0 for Windows.

Qualitative analysis. The researchers working in the H.O.P.E team conducted online interviews
and agreed on questions to use which included ‘What was your experience like with the H.O.P.E
team?’, ‘Was there anything we could improve on?’, ‘How did your treatment compare with
previous experiences of mental health care?’ and ‘Would you recommend the team to other
people?’. Follow-up questions were used to explore initial answers and gain an in-depth
understanding of a participant’s experiences. The interviews were not part of usual care and were
specifically for the purposes of the service evaluation. Six individuals consented to be interviewed.
The data were analysed using reflexive thematic analysis (Braun and Clarke, 2006; Braun and
Clarke, 2019), which emphasises the importance of the researcher’s role in generating themes and
narratives from the data. Whilst reflexive thematic analysis can include looking at the surface
meaning of quotes (semantic analysis), it acknowledges that themes are constructed and guided by
the researcher’s own experiences and subjectivities rather than existing within the data. Reflective
thematic analysis has been widely used in health care (e.g. Aaron and Jones, 2025; Bekele and
Martínez-Hernáez, 2025).

The two authors attached to H.O.P.E were involved in each step of the analysis. Reflexive
thematic analysis is subjective (Braun and Clarke, 2023), and whilst it is beyond the scope of the
evaluation to provide an in-depth account of the researchers’ personal positions, is it worthwhile
mentioning that they had personal and professional experiences of people with CEN often
struggling to receive the right help and being stigmatised or rejected from services. Their
experiences had motivated them to work for the H.O.P.E team and conduct the present
evaluation.

The first step of the analysis involved the interviews being transcribed and reviewed several
times to ensure the researchers were immersed in the data. The researchers then independently
applied codes (labels) to describe what they had interpreted in the transcripts. To explore richer
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description of participants’ experiences, the researchers aimed to code inductively rather than
using a pre-identified theory or model. The researchers collectively generated themes from the
codes, which they organised into tables to construct relationships between themes, including over-
arching and subthemes. Finally, the researchers defined and refined the themes and presented
these with accompanying narrative.

Results
Drop-out

An independent samples t-test showed no significant difference in intake scores on the DERS-16
between discontinuers (M = 64.08, SD = 9.06) and completers (M = 62.28, SD = 10.26), t76 =
0.74, p = .46. There were also no significant differences in intake scores on the LPFS-BF between
discontinuers (M = 37.92, SD = 5.36) and completers (M = 38.00, SD = 6.25), t76 = –0.057,
p = .96.

DERS-16

A repeated measures ANOVA indicated that there was a significant time effect (F = 90.817,
d.f. = 1, p < .001). Descriptive statistics indicated that pre-treatment scores (M = 61.96,
SD = 10.33) were higher than post-treatment scores (M = 41.05, SD = 11.11). There was no
significant interaction between time and method of delivery (F = 0.004, d.f. = 1, p = .95) and
no significant effect of method of group delivery (F = 0.746, d.f. = 1, p = .393). The effect size,
as measured by Cohen’s d, was 1.56, indicating a large effect.

LPFS-BF 2.0

A repeated measures ANOVA indicated that there was a significant time effect (F = 45.52, d.f. = 1,
p < .001). Descriptive statistics indicated that pre-treatment scores (M = 37.89, SD = 6.29)
were higher than post-treatment scores (M = 29.27, SD = 6.38). There was no significant
interaction between time and method of delivery (F = 0.238, d.f. = 1, p = .63) and no
significant effect of method of group delivery (F = 0.112, d.f. = 1, p = .74).

Goal-attainment scale

A repeatedmeasures ANOVA indicated that there was a significant time effect (F = 181.07, d.f. = 1,
p<.001). Descriptive statistics indicated that pre-treatment scores (M = 1.59, SD = 1.91) were
lower than post-treatment scores (M = 6.54, SD = 1.35). There was no significant interaction
between time and method of delivery (F = 1.42, d.f. = 1, p = .24). There was a significant effect
of method of group delivery (F = 4.83, d.f. = 1, p = .03); higher post-therapy scores were
reported in online (M = 7.10, SD = 1.14) vs face-to-face groups (M = 5.88, SD = 1.36).

Patient experience

Reflexive thematic analysis of interviews generated three main themes (see Table 4).

Feeling stuck
The first theme generated from the interviews was ‘feeling stuck’, which related to some of the
participants experiencing unhelpful or ineffective care prior to working with the H.O.P.E team.
Participants spoke about therapy being too brief to help them understand their difficulties and
worrying about therapy ending before they had made meaningful changes in their lives. Others
commented that talking therapies had not been tailored towards their needs or relevant to CEN.
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Moreover, there were examples of unhelpful interactions with professionals who appeared to have
a lack of knowledge regarding CEN and could use dismissive or pejorative language.

Being part of a supportive community
The second theme generated from the interviews related to participants feeling like they were part
of a supportive community whilst working with the team. Participants spoke about everyone
contributing to group sessions and their voice being heard. Several individuals commented on the
importance of connecting with others who were experiencing similar difficulties, helping them to
feel less isolated. Participants reflected that they received support from peers and valued how the
effort the facilitators made to support everyone to attend. Whilst a group of participants preferred
joining remotely online, others commented on the value of seeing people face-to-face.

Personal growth
The final theme generated from the interviews related to participants’ personal growth through
engaging with the team. Participants commented that being in a group helped them to feel more
confident talking in front of other people, gave them a better appreciation of other people’s
perspectives and increased their confidence in managing differences of opinion. Participants
reflected that therapy gave them more insight into their problems which allowed them to be
reflective in their relationships or daily lives. Individuals felt calmer and able to respond to
challenges less impulsively. Interestingly, several participants commented that the skills they
learnt in therapy helped them to make positive changes in their lives, whilst others commented
that the experience of being around others in the group was the most helpful aspect of therapy.

Development, results and analysis of the Relational, Emotional Difficulties Service
(REDS)
Development

The Relational and Emotional Difficulties Service (REDS) was set up through a partnership
between the Cambridge and Peterborough Foundation Trust (CPFT) Personality Disorder

Table 4. Themes and representative quotations

Theme Representative quotations

Feeling stuck
(1) Previous help being
too brief
(2) Unhelpful interactions
(3) Relevance

‘Previously therapy was 10 weeks, which wasn’t enough : : : especially if your head
is like a jumble sale.’
‘A doctor once told me not to sit at home and be a victim : : : I’m not being a
victim, I’ve been through severe abuse.’
‘I’ve had different therapies in the past but they haven’t been tailored to my
needs.’

Being part of a supportive
community
(1) Being heard
(2) Connection
(3) Feeling safe and
supported

‘Everyone was able to speak and have their voice heard.’
‘I didn’t feel as alone. It was nice to engage with people who could relate to you.
It’s like we’re in it together.’
‘It was helpful to hear from people who had been in the group for a while : : : they
could say, stick with it, it gets easier.’
‘I could join from the safety of my own familiar surroundings.’

Personal growth
(1) Building confidence
(2) Accepting others
(3) Emotional intelligence
(4) Calmer relationships

‘I got to the point of staying in the sessions. I was quite proud of that because it
was a big thing for me.’
‘It helped me to be more open to other people’s perspectives : : : which improved
my relationships.’
‘Learning not to be so negative about certain emotions : : : each of them does
have their place and can be helpful.’
‘I’m a lot calmer now in myself and in the way I interact with people.’
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Community Service (PDCS) and the Cambridgeshire Peterborough and South Lincolnshire
(CPSL) MIND service. REDS aimed to empower individuals by including them in decisions about
their treatment (D’Souza and George, 2019; Hashworth et al., 2022), and by following the
principles of risk-need-responsivity, which involves individuals being offered the correct
interventions at the right time (Andrews and Bonta, 2010).

REDS agreed to offer service users the option of multiple interventions, which included a
structured psychological treatment, a peer-led approach, or a combination of the two. In addition,
service users could be signposted to community support or to a bespoke virtual learning
environment which offered self-help and support for family and carers. It was agreed that peer
support workers with lived experience would support the delivery of the interventions.

Financial resources were shared between CPFT (NHS) and CPSL MIND, who recruited and
managed their own teams although they worked closely together. REDS aimed to cover a large
geographical area with a population of 1 million.

Inclusion criteria

Inclusion criteria included being aged 17 or over and presenting with CEN indicated by symptoms
associated with mild to moderate personality disorder (Table 5). Exclusion criteria included
cognitive difficulties that would prevent the retention of information, and a forensic history
assessed as a current risk to other group members (a separate pathway exists for those requiring
reasonable adjustments).

Structured psychological intervention content

Dialectical behaviour therapy (Linehan et al., 2015) was chosen as the service’s psychological
treatment model. DBT, delivered without individual therapy, has been widely recognised for its
effectiveness in treating individuals with personality disorders and transdiagnostic difficulties with
emotional dysregulation (Dobbs-March &Williams, 2018; Delaquis et al., 2022; Heerebrand et al.,
2021; Lee et al., 2022).

Individuals were initially offered two online sessions in a group called ‘Is This for Me’ (ITFM),
which provided them with psychoeducation and an opportunity to experience group treatment
(see Table 6). If they wished to proceed with psychological treatment, they were then required to
telephone the service to opt-in to the interventions outlined below.

The REDS’ DBT programme – called Making Connections – was designed to meet the needs of
a large and clinically diverse population, including individuals presenting with varying levels of

Table 5. Referral criteria for REDS

Area Characteristics of mild to moderate personality disorder

Treatment
engagement

Willing to engage in an online group treatment programme independently and has a
degree of belief that things can improve regarding their mental health and associated
behaviours

Emotional regulation A history of emotional instability (ups and downs in the same day rather than over a
period of weeks)

Impulse control Problems with impulsivity or anger control
Interpersonal

relationships
Relationship instability

Emotional sensitivity Strong feelings of emotional distress at times; strong fear of abandonment and rejection
Risk behaviours Self-harming behaviours (which can include physical harm, eating difficulties, reckless

behaviours, substance misuse, etc.)
Functional impact Difficulties may impact on social functioning, work, education
Chronicity and
pervasiveness

Difficulties are pervasive, persistent and problematic over time, not in response to a
single event such as a relationship breakdown or loss of employment
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severity and risk. Approximately 50% of participants reported engaging in deliberate self-harm at
least once per month, although they did not meet the threshold for secondary mental health care
services. In REDS, GPs continued to coordinate individuals’ care. Given the prevalence of self-
harm, REDS retained all core DBT modules, including distress tolerance (Linehan, 2015). These
skills were included to help individuals manage acute emotional distress and crises without
resorting to self-harm (see Table 7). Facilitators cautioned against over-reliance on distress
tolerance techniques and encouraged their use alongside longer-term strategies taught in other
modules.

To accommodate diverse learning styles, the programme employed a variety of teaching
methods, including didactic instruction, video materials, storytelling, metaphor, and peer sharing.
Supplementary resources were provided to support skill consolidation, including access to online
recordings of all taught skills, comprehensive workbooks, personalised planning tools (e.g. goal-
based charts for preferred skills), and optional weekly coaching calls.

Additional interventions

Additional interventions were provided by REDS, which are not evaluated in this paper, but
included a Peer Support Pathway, including a 12-week online group facilitated by CPSL MIND
peer workers, which aimed to foster hope and connection through shared lived experience

Table 6. Content of the ‘Is This for Me’ programme

Week Content

1 Welcome to working in groups, setting the guidelines
Information on CEN, how it presents, and where it comes from
What works and why

2 Introduction to DBT Skills, with examples
Introduction to Mindfulness
Introduction to Peer Support
Self-help materials and how to use them
Community Resource Options and why they are important

Table 7. Module content of the REDS Making Connections programme

Week Module

1:1 Pre-Group assessment and orientation session with a facilitator, goal setting, completion of a safety plan, and
treatment agreement

Distress Tolerance
1 Mindfulness Introduction, TIPP Skills
2 STOP, Pros and Cons
3 Self-soothe, ACCEPTS
4 Radical Acceptance, IMPROVE

Managing Emotions (Emotion Regulation)
5 Understanding and labelling emotions
6 Checking the facts
7 Opposite Action
8 Problem Solving, Mindfulness of Emotions

Managing Relationships (Interpersonal Effectiveness)
9 Mindfulness, Understanding Obstacles; Clarifying Goals
10 DEAR MAN
11 GIVE and FAST
12 Building Strong Relationships, Mindfulness of Others
1:1 End of MCG session with a facilitator to establish follow-on options

End
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(Davidson et al., 2006; Repper and Carter, 2011; Pfeiffer et al., 2011), and a self-help platform
developed to provide psychoeducational materials and a self-guided video programme, currently
in pilot evaluation. For individuals that were not ready to engage in treatment, community
engagement signposting was offered, promoting lifestyle and social wellbeing through resources
such as the How Are You project and Recovery College Hub (Noordsy et al., 2024; Richardson
et al., 2024). Finally, family and carers were offered the chance to engage in the Family
Connections Programme, which was a 12-week evidence-based course, shown to reduce caregiver
burden and enhance empowerment (Hoffman et al., 2005).

Method

Participants
Two thousand four hundred adults were referred to the team between January and December
2024. Referrals to the team were predominantly from the Primary Care Mental Health Service.
Additional referrals were accepted from secondary care mental health services for patients
transferring, stepping down, or engaging with the REDS team alongside their treatment as usual.
The demographics of individuals that engaged with the service and were included in the analysis
can be found in Table 1.

Nine hundred and forty-eight people joined the introductory Is This for Me workshops. Three
hundred and fifty people started the Making Connections groups, and 201 people completed the
programme. This reflects a 57% completion rate, calculated from participants who attended the
first session of the Making Connections group and maintained at least 75% attendance across the
programme. One hundred and forty-one participants completed their outcome measures and
were included in the analysis.

Intervention
The intervention delivered was a 12-session DBT without individual therapy programme (see
Table 7).

The DBT skills programme was delivered in accordance with the core principles and
recommendations outlined by Linehan (2015). Groups were conducted online, with up to
20 participants per session. Groups were 2 hours in length, including a short break. Twelve sessions
were provided over a 16-week period, in three modules, each four sessions long. New participants
joined at the start of each module. Sessions were facilitated by three DBT trained staff, including
one peer support worker from CPSL MIND. The facilitators led on presenting skills, whilst the
peer support workers facilitated group feedback and shared personal experience to engage and
motivate the group. All staff attended a weekly 1-hour supervision session and a 1-hour weekly
team meeting.

Optional weekly telephone coaching (15 minutes per week) was provided within office hours
with participants encouraged to book as needed. While in standard DBT telephone coaching is
used to manage crises, the REDS programme primarily focused on using coaching to support
participants to apply skills to everyday situations and consolidate their learning. Participants with
urgent needs were signposted to the local First Response Service (FRS) who had received training
in DBT skills.

Measures
The following measures were completed pre- and post-treatment.

The Difficulties in Emotion Regulation Scale-18 item version (DERS-18) is a self-report
measure which assesses difficulties in emotion regulation across five subscales (Victor and
Klonsky, 2016). The internal consistency of the DERS in this study was excellent, with a
Cronbach’s alpha of 0.91. Using ‘criterion b’ proposed by Jacobson and Traux (1991), data
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collected from a normative sample can be used to suggest that a score of 53.26 or above (two
standard deviations above the mean) may represent a level of functioning that falls outside of the
normal population (Burton et al., 2022).

Two risk-related questions asked for the frequency of deliberate self-harm and attempted
suicide in the previous month.

Two open-text questions related to the experience of treatment: ‘What do you think were the
best or most useful parts of the treatment group?’ and ‘Is there any feedback you would like to give
us that may help us improve the group programme?’.

Procedure

Participants completed their outcome measures as part of their standard care – pre- and post-
treatment, alongside basic demographic information.

Analysis

Quantitative analysis
A Shapiro-Wilk and a Levene’s test were conducted, confirming that the data had a normal
distribution and there was homogeneity of variances across groups. Independent t-tests were used
to establish differences between participants who completed treatment and those that
discontinued, and to compare completers that filled in both pre- and post-treatment
measures, against completers that only filled in their pre-treatment measures.

To understand more about which participants benefited the most from treatment, participants
were separated into two groups. The self-harm group included participants that had engaged in
any form of self-harm or suicidal behaviour a month prior to treatment and included
36 individuals. The no self-harm group had not engaged in any self-injurious behaviour a month
prior to treatment and included 105 individuals. Two-way repeated measures ANOVA analyses
were used to analyse completers’ pre- and post-scores, and differences between the self-harm vs
the no self-harm group.

The data collected for risk was measured on an ordinal scale, which does not require the
assumption of normal distribution. Therefore, a non-parametric test was deemed more
appropriate. A Wilcoxon signed-rank test was conducted to compare frequency of incidents of
self-harm prior to receiving treatment and after treatment.

Data were analysed using SPSS version 29.0 for Windows.

Qualitative analysis
REDS routinely asked participants an open-ended question administered with their outcome
measures, ‘What do you think were the best or most useful parts of Making Connections (DBT
skills group)?’. Due to the time constraints of routine clinical practice, no follow-up questions were
used. A total of 141 responses were received and included in the analysis. To align with the
H.O.P.E. approach, the team adopted the same reflexive thematic analysis methodology (Braun
and Clarke, 2006; Braun and Clarke, 2019).

Two authors affiliated with REDS were involved in all stages of the analysis. These researchers
are professionals who chose to work in the service to improve the support and treatment for a
group of people who are often stigmatised and overlooked.

The first step of the analysis involved collating and repeatedly reviewing the written feedback to
ensure immersion in the data. The researchers then independently applied codes to capture the
meaning and key features of the responses. Next, the researchers collaboratively generated
inductive themes from the codes, organising them into tables to illustrate relationships between
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over-arching themes and subthemes. Finally, the themes were defined and refined and presented
alongside a narrative summary to convey participants’ experiences.

Results
Drop-out

An independent samples t-test showed no significant difference in intake scores on the DERS-18
between discontinuers (M = 65.34, SD = 12.42) and completers (M = 64.74, SD = 12.73),
t443 = 0.497, p = .62. There was also no difference in the intake scores of completers that filled in
pre- and post-measures (M = 65.01 SD = 12.47), against completers that only completed their
pre-treatment measures (M = 64.42, SD = 13.07), t259 = 0.38, p = .71.

DERS-18

A repeatedmeasures ANOVA indicated that there was a significant time effect (F = 86.386, d.f. = 1,
p< .001). Therewasno significant interactionbetween timeandself-harmstatus (F = 1.815, d.f. = 1,
p = .180). There was a main effect of self-harm status (F = 6.680, d.f. = 1, p < .05). Descriptive
statistics indicated that the self-harm group had higher pre (M = 70.53, SD = 11.51) and post
(M = 56.50, SD = 14.14) intervention scores, compared with the no self-harm group’s pre
(M = 63.12, SD = 12.27) and post (M = 52.65, SD = 14.21) intervention scores. The effect size,
as measured by Cohen’s d, was 0.83, indicating a large effect. These findings suggest that Making
Connections groups had a meaningful impact on individuals’ ability to regulate their emotions.

Self-harm

A Wilcoxon signed-rank test was conducted to compare frequency of self-harm at two time
points. The results indicated a statistically significant difference between frequency of self-
harming behaviour at pre-treatment (Mdn = 2) compared with post-treatment (Mdn = 1),U =
99.5, z = –1.97, p = .05, r = –0.25, indicating a small to medium effect size. This suggests that
risk scores significantly reduced following completion of Making Connections.

Qualitative patient experience

Analysis of participant feedback from the Making Connections Group revealed four over-arching
themes (Table 8).

Developing skills and gaining control
Participants consistently highlighted the value of learning DBT skills such as STOP, TIPP,
mindfulness, Radical Acceptance, and Check the Facts. Applying these tools allowed them to
regulate emotions, respond more thoughtfully to challenging situations, and experience increased
confidence and control over their behaviours.

Connection and shared understanding
The group format provided a strong sense of community. Participants valued hearing others’
experiences, realising they were not alone and feeling understood. Peer discussion and feedback
normalised struggles, enhanced motivation to practise skills, and reduced feelings of isolation
and shame.
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Supportive and accessible learning environment
Facilitators were praised for their clarity, warmth, and professionalism. Structured materials,
visual aids, opportunities for reflection, and the balance between presentation and discussion
supported engagement and skill retention. While some participants found the online format
challenging, most appreciated its accessibility and flexibility.

Personal growth and hope
Many participants described meaningful personal transformation, including improved emotional
awareness, better relationships, and a greater sense of optimism. The group fostered motivation to
continue using DBT skills and helped participants feel more capable of managing distressing
situations independently.

Overall, Making Connections was perceived as a practical, supportive, and transformative
programme, combining skill development with relational support to enhance participants’
emotional wellbeing and self-efficacy.

Table 8. Themes and representative quotations

Theme Surface-level codes/examples Illustrative quotes

Developing Skills
and Gaining
Control

STOP skill, TIPP skill, Radical Acceptance,
Mindfulness, DEAR MAN/FAST/GIVE,
Emotional regulation, Distress tolerance,
Check the facts, Opposite action, Problem
solving, Self-soothing, Applying skills to real-
life situations, Home practice, Skills building
confidence, Pausing before reacting

‘The STOP technique has been most useful
: : : allowing my rational brain to catch up
and then make an informed decision.’
‘It was the most enlightening course : : :
distraction techniques were most helpful as
were the relationship skills.’
‘Learning the skills and being able to practise
them through the homework : : : encouraged
me to use them in daily life.’

Connection and
Shared
Understanding

Hearing others’ experiences, Feeling not
alone, Shared understanding, Mutual
support, Group discussions, Peer feedback,
Validation, Learning from others’
perspectives, Sense of community, Reduced
isolation and shame

‘The group element, hearing from others who
could relate, was one of the most helpful
parts for me.’
‘Just talking and hearing other peoples’
situations : : : helped me feel as though
I wasn’t alone.’
‘Being in a group and being able to hear
others’ point of views and get their support.
The facilitators were amazing.’

Supportive and
Accessible
Learning
Environment

Facilitators clear and compassionate,
Structured materials (workbooks, videos),
Session flow and routine, Balance of
presentation and discussion, Online
accessibility, Opportunity to reflect and
practise, Guidance on using skills, Supportive
supervision during sessions

‘The facilitators were very knowledgeable
and helped me make sense of my
behaviours.’
‘Having a mixture of PowerPoints and
discussions and practising in the session is a
good balance.’
‘The workbooks really help to remind you if
you forget : : : exercises practised in group
gave us a chance to try things and get
feedback.’

Personal Growth
and Hope

Improved emotional awareness, Better
relationships/communication, Increased self-
efficacy, Feeling more capable and in
control, Motivation to continue using skills,
Sense of optimism, Life-changing/
transformative experience, Greater resilience,
Reduced guilt and shame

‘I realised that I was ruled by my emotions
but : : : I have learned to recognise my
emotions and how to deal with them.’
‘Listening to others and understanding that
people feel the same way as you : : : has
resulted in progress I didn’t think I’d see so
quickly.’
‘I feel as though I can and want to do this
and that I have been given tools that make
me feel that I can so, and that makes me
feel a sense of control over my life.’
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Discussion
Learning point 1: The H.O.P.E team and REDS provide acceptable service models

The present study aimed to present and compare two services that support people with CEN in
primary care. The results of this study suggest that both the H.O.P.E team and REDS provide
evidence-based therapy in primary care that is acceptable for people with CEN in
Northumberland and Cambridgeshire. Before receiving treatment, participants’ average scores
in both services were in the clinical range for emotion dysregulation. In the H.O.P.E team, average
scores on an additional outcome measure for symptoms of personality disorder were also in the
clinical range. People who completed therapy with both teams reported a statistically significant
improvement in their ability to regulate their emotions. In the H.O.P.E team, average post-
treatment scores fell within the non-clinical range, while in REDS average scores reduced but were
still within the clinical range. However, it should be noted that REDS had broader inclusion
criteria and likely worked with a population that had a higher severity of difficulties. In the
H.O.P.E team, after receiving treatment, average scores for symptoms of personality disorder were
within the non-clinical range, whilst people felt closer to achieving meaningful goals in their lives.

REDS found that post-treatment, participants reported a significant reduction in the frequency
of self-harm, which is an encouraging finding. Both services manage risk through safety planning,
access to skills coaching and frequent liaison with professionals in primary care. However, in the
REDS model, GPs remain the primary coordinators of a patient’s overall care, whereas in the
H.O.P.E team, this responsibility sits with practitioners in the team. REDS also employs two senior
nurse practitioners, who work as non-medical prescribers and can review individuals’
pharmacological treatment further to providing advice to GPs. The H.O.P.E team follows
policies and processes designed for secondary mental health care services, which includes
practitioners providing individual face-to-face reviews after incidents of self-harm and assertive
attempts to engage participants who do not attend appointments. Paradoxically, the processes
followed by the H.O.P.E team results in the service having limited capacity to manage individuals
that present with higher risks. REDS has the flexibility to follow policies and procedures designed
for primary care. The service is generally uninformed of incidents of self-harm, and as a result,
there is no formal process for practitioners to follow up with participants. In addition, participants
are required to opt in rather than being assertively followed up after missed appointments. The
service also has additional support from non-medical prescribers. The REDS model allows
clinicians to provide input for individuals who present with higher risks. Other services may wish
to consider how these models fit their contexts.

In Northumberland and Cambridgeshire, people with CEN previously struggled to access
evidence-based therapy. Therapies such as DBT have a strong evidence base (Hernandez-
Bustamante et al., 2024) but are resource intensive. DBT involves a year of treatment that includes
weekly skills group, individual therapy and DBT consultation (supervision groups for the
practitioners), further to telephone coaching as needed. As a result, specialist mental health teams
often prioritise therapy for people with the highest complexity and risk. People trying to access
therapy often do not have the opportunity to receive evidence-based therapies for CEN. When
therapies are available there can be significant waiting times, repeated assessments and a
requirement for individuals to receive diagnoses that can be stigmatising (Bolton et al., 2014). The
H.O.P.E and REDS teams were established to ensure that people with CEN in Northumberland
and Cambridgeshire received better care. The teams aimed to make therapy accessible by
providing shorter adapted versions of DBT that did not include weekly individual sessions and
used the principles of trauma-informed approaches, including access being based on need rather
than diagnosis. DBT skills groups have previously been found to be effective in reducing
symptoms of CEN (Kells et al., 2020). The findings of the present study suggest that providing an
adapted 28- or 16-week model of DBT using the principles of trauma-informed care is an
acceptable and cost-effective intervention.
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Qualitative feedback highlighted that the services provided people with the opportunity to be
part of a supportive community, which helped them to appreciate others’ perspectives, tolerate
different personalities and feel less isolated with their difficulties. People also spoke about building
confidence in expressing themselves in front of other people and learning specific skills to manage
their emotions and relationships, which had improved their quality of life. Individuals commented
that their experiences with the services contrasted with previous help which was often not tailored
to their problems, too short, or delivered in a stigmatising or pejorative manner. In summary, the
H.O.P.E and REDS teams provide a model which is less resource intensive and enables services to
deliver cost-effective therapy to many people. We would recommend that other services consider
the use of adapted DBT without providing individual therapy.

We believe that the following issues and service developments warrant discussion as they
represent our on-going efforts to develop easy-to-access services to meet the needs of a wide range
of people, some of whom continue to struggle to access therapy.

Learning point 2: Recommended length of treatment

The two services provide DBT without individual therapy that is adapted from the standard
model. The H.O.P.E team’s intervention is 28 weeks long and delivered by qualified DBT
therapists. It includes weekly skills groups, DBT consultation (supervision group for practitioners
adhering to a strict agenda) and telephone coaching as needed. The REDS team provides a
16-week model, which is delivered by a broader range of practitioners, some of whom are qualified
DBT therapists, and some who have completed basic DBT training only. The service includes a
weekly skills group, a supervision group for the practitioners and telephone coaching on request
(up to 1× 15-minute call a week). The H.O.P.E model is closer to the gold standard of DBT but is
more resource-intensive, whilst the REDS model is further away from the full model but allows
more people to be seen with a smaller resource. The findings indicated that people who finished
therapy with either team reported significantly lower levels of symptoms.

Qualitative feedback highlighted some advantages of a longer period of therapy. Participants
reported that they valued having the time to build trust and make supportive relationships with
other people in the group. The longer duration of therapy allowed participants to learn how to
manage differences of opinion, gain a better insight into others’ perspectives and build their
confidence in expressing themselves. Participants spoke about initially struggling to take in all the
information presented but being more able to understand and reflect on the content during the
second half of therapy. Participants commented that 6 months of therapy contrasted with
previous experiences of individual therapy that had not led to meaningful changes in their life.

The current study’s methodology, however, does not allow the effectiveness of both services’
therapy programmes to be directly compared beyond observing descriptive statistics. It is
therefore worthwhile considering the broader literature. Evidence-based approaches for CEN are
intensive and normally last between one and two years (Binks et al., 2012). Clinicians providing
shorter interventions for CEN should carefully consider the length of treatment related to the
findings that interventions which are too brief may be ineffective when compared against
treatment as usual (McMurran et al., 2016), or increase the cost of people’s care (Tyrer et al.,
2004). In relation to DBT without individual therapy, most of the evidence base is for
interventions delivered over 6 months (Kells et al., 2020; Lyng et al., 2020; McMain et al., 2017;
McMain et al., 2022) or 12 months (Linehan et al., 2015). However, Soler et al. (2009) found
encouraging outcomes for a 13-week intervention and the current evaluation suggests that the
REDS 3-month offer was acceptable.

In summary, no firm conclusions about the optimal length of treatment can be made based on
the present study. We would recommend that future researchers and clinicians aim to establish
the best treatment duration by directly comparing the effectiveness of 3- vs 6-month interventions.
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Learning point 3: Making services accessible and reducing discontinuation rates

Both services predominantly received referrals from primary care settings (primary care mental
health practitioners or NHS Talking Therapies for Anxiety and Depression), with a smaller
proportion referred from secondary mental health care services. In a direct comparison of the
services, the H.O.P.E team received a higher proportion from secondary care, which is likely due
to REDS accepting individuals who were engaging in self-harm directly from primary care, whilst
these individuals may have been referred to secondary mental health care services in
Northumberland.

The discontinuation rates in both services were high. After people had contacted the HOPE
team, 27% went on to complete therapy (discontinuation rate of 73%), whilst in the REDS team,
25% went on to complete therapy (discontinuation rate of 75%). These findings suggest that even
when evidence-based therapies are available, many individuals struggle to engage in them. High
discontinuation rates are likely to be an inevitability of such a service. Severity of symptoms, age,
risk history, therapeutic relationship quality, specific characteristics of complex emotional needs
(e.g. impulsivity, identity confusion), various psychological elements (e.g. motivation, anxiety),
and sociodemographic variables all contribute to a higher discontinuation rate (Martino et al.,
2012; Panfilis et al., 2012). Practitioners’ experience, waiting times, and external factors such as
childcare costs, work, and health commitments have also been recognised as influencing whether
people drop out of therapy (Marshall et al., 2016). Moreover, regardless of the type of therapy,
people with CEN have been found to be more likely to drop out of group-based interventions
compared with individual therapies. This finding is likely to be due to groups being less
personalised and individuals with CEN struggling to trust or tolerate being with other people in a
group treatment (Arntz et al., 2023). However, high discontinuation rates represent a risk to
services; service users can interpret their lack of attendance as failure (with long-term negative
ramifications), and services waste resources by providing clinicians to run poorly attended groups.
To mitigate against these factors, the H.O.P.E and REDS services have considered the pre-
treatment process.

Both the H.O.P.E and REDS services use language that focuses on service users ‘opting-into’
therapy, and being able to easily return in the future, normalising that it can be hard to commit to
therapy. They offer people the chance to meet someone from the team in a one-to-one
appointment (the H.O.P.E team calls these introductory appointments, whilst the REDS team calls
these pre-group one-to-one’s) and attend two initial group sessions before opting-in to the full
programme. In REDS these sessions are called ‘Is This for Me’ and participants need to formally
opt in, while in the H.O.P.E team the two sessions are the two mindfulness sessions at the start of
each module; participants are asked to inform the team if they do not want to continue with the
group. The one-to-one sessions help people problem-solve barriers to attending therapy and set
measurable goals, which have been shown to improve motivation, clarify expectations, and
improve client satisfaction (Elliott et al., 2013; Locke and Latham, 2002). People particularly value
meeting someone from the team with lived experience, and whenever possible connected to the
therapy group they will be joining. The group sessions are aimed at helping people understand
what therapy involves and whether they can manage a group setting, before committing to
treatment. The H.O.P.E service provides a one-to-one appointment before the chance to trial
group sessions, whilst REDS provide the group sessions before the one-to-one appointment. The
order appears to make no noticeable difference to longer-term retention.

When people attended both initial group and one-to-one sessions, 63% of people went on to
complete therapy with the H.O.P.E team (discontinuation rate of 37%) whilst 57% of people went
on to complete therapy with the REDS team (discontinuation rate of 43%). This is comparable to
other studies providing DBT without individual therapy (49%, Kells et al., 2020). It is worth noting
that lower drop-out rates have been reported by programmes that offer ongoing individual
therapy or case management alongside group attendance (Linehan et al., 2015).
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Our findings suggest that services should consider offering people one-to-one appointments
and trial sessions in a group setting before starting therapy. People value these appointments and
can decide whether they want to proceed with therapy. If they are not ready, services may then
offer their place to someone else. Research suggests that services may consider incorporating some
form of case management to run alongside group programmes to further improve engagement.
It is important that services try to reduce non-engagement, although any offer of individual
sessions needs to be balanced against the team’s capacity and resources.

Learning point 4: Matching the right level of therapy to the severity of need

The H.O.P.E team and REDS have attempted to remain inclusive, managing a diverse range of
need whilst providing the appropriate level (or dose) of therapy. Both services accept referrals
based on need rather than diagnosis and were set up to support people with CEN in primary care
settings, bridging gaps between primary and secondary care. Each service was developed to work
alongside secondary mental health care services.

The thresholds of the H.O.P.E and REDS services differ. The H.O.P.E service excludes people
who present with deliberate self-harm or other high-risk behaviours, referring these cases to
secondary care. In contrast, REDS supports individuals who present with ongoing self-harm and
suicidal behaviour, if they are motivated to engage in treatment. Only those who are ambivalent
towards therapy or present with a high degree of complexity or co-morbidity are referred to the
secondary care mental health care services.

In the REDS team, individuals that engaged in any self-harm in the month before treatment,
had higher pre- and post-scores on the DERS-18. Post-treatment scores were within the clinical
range. Research has shown that individuals with the highest level of risk place the most demand on
services and often experience the lowest quality of life (Mizen et al., 2025). Therefore, to further
address the needs of individuals who present with self-harm, the REDS team introduced DBT
(FASTER) (McMain et al., 2022). This intervention includes 20 wrap-around individual sessions
with a DBT therapist, focused on reducing risk behaviours. Participants are expedited into a DBT
skills group, reducing the time they wait for therapy.

Initial findings suggest that DBT (FASTER) is operating successfully and a full evaluation is
currently taking place. Although this model requires additional staff and resources, it is less
intensive than a full DBT programme and enables individuals with higher levels of risk to access
therapy in primary care settings.

The team’s findings suggest that consideration should be given to whether groups are too
inclusive. It is likely that people who engage in more serious self-harm and risky behaviour may
need more intensive interventions including individual sessions. One solution may be to consider
different groups for different severities, or shorter vs longer therapy models.

Learning point 5: Online vs face-to-face therapy

Northumberland is a largely rural county (Northumberland County Council, 2021) whilst
Cambridgeshire is more densely populated. A large proportion of people accessing help from the
H.O.P.E team therefore live in remote locations with poor transport links. The team aims to stay
accessible by providing face-to-face groups across the county, alongside online therapy that allows
people to receive help without travelling. This evaluation identified that online therapy was an
acceptable alternative to face-to-face therapy. Participants in online groups reported that they felt
closer to achieving important goals in their lives. However, there were no further significant
differences between self-reported outcome measures or drop-out rates. Due to the design of study,
it is hard to establish why goal attainment was different across the two groups. However, overall
findings are consistent with research suggesting that people can still feel connected and benefit
from DBT when it is delivered online (Bock et al., 2022). Qualitative feedback highlighted that
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people valued the flexibility of being able to join online and avoid long journeys or costly trips on
public transport, especially for people with work or childcare commitments. Several people
reported that an online evening group outside of normal working hours was particularly
accessible. Others preferred face-to-face therapy, commenting that they were uncomfortable using
technology and could make better connections with other people in person. The REDS team
operates almost entirely online, except for the offer of a choice of online or face-to-face
appointments for any pre-group individual sessions.

The findings of the study suggest that services should consider offering people the choice of
online or face-to-face therapy. Online therapy appears to be an acceptable option for people
wanting to minimise their travel and accommodate work and family commitments, whilst face-to-
face therapy provides the chance to connect with others in person. When working with people in
rural and remote locations, often with poor transport links, offering both online and face-to-face
options is particularly important.

Learning point 6: Ensuring services are accessible to groups from ethnic minorities, and
patients with complex needs

Northumberland has a largely White population (97.7% White, 1.0% Asian, 0.8% Mixed Race;
Northumberland County Council, 2021) whilst the population in Cambridgeshire is more diverse
(88.6% White, 5.8% Asian, 1.4% Black; JNSA, 2023). A recent REDS service evaluation
(K. Peterson, 2023; in-house, unpublished) looked at how proportionately the service is meeting
the needs of the population. Results showed that in Cambridge, ethnic groups are proportionally
represented. However, in Peterborough, the service was under-represented by minority ethnic
groups. This finding is consistent with several published papers exploring representativeness of
service users and finding inequality in access for minority ethnic groups (e.g. Beck et al., 2019;
Mercer et al., 2019; Teager et al., 2023).

In Cambridgeshire, the REDS team are developing their relationship with the Ely
Neighbourhood Wellness Hub. This is an initiative bringing together community-based health,
social care, and third sector organisations to improve the accessibility of care by providing joined-
up, person-centred support in the community. Ely have funded a full-time post in REDS, to
support the team to provide a more flexible service to residents and explore barriers that prevent
people from accessing the team. REDS have begun to run therapy groups face-to-face in
neighbourhood premises (non-NHS settings). Staff employed in third sector agencies are present
to support people to attend. This offer appears to be particularly useful for people with social
issues who may not be able to access technology or require more assertive support to attend group
sessions. Part of the offer has included REDS providing specialist training, which aims to upskill
professionals in supporting individuals with CEN across the system. An evaluation of the pilot is
underway.

We would recommend that services consider how to engage under-represented groups; this
may include thinking about venues used for therapy, partnership working with third sector
agencies and raising the awareness of services through training and education with key
stakeholders.

Limitations

The current study has several limitations. Firstly, measures were only collected pre- and post-
intervention and around 25% of service users did not complete measures in the REDS team. As a
result, it was difficult to establish when change occurred and if it was attributable to therapy.
Secondly, the study did not include intention to treat analysis, and both services used different
outcome measures (apart from variations of the DERS). As a result, direct comparisons could not
be made between the effectiveness of the two service models. A measure of skill acquisition
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(e.g. DBT ways of coping checklist; Neacsiu et al., 2010) would have enabled the paper to explore
which component of therapy appeared to be more important (learning new skills, connecting with
other people, clinicians inspiring hope, etc.). Thirdly, the qualitative analysis for the REDS service
was based on a single positively framed question. We recognise that this approach likely reduced
the breadth of responses and potentially introduced bias, limiting the opportunity to explore the
service limitations or participants’ negative experiences. Finally, there was not enough follow-up
data collected to be included in the study. As a result, the longer-term impact of the REDS
3-month intervention, compared with the H.O.P.E team’s 6-month intervention could not be
explored. We would recommend that future research should consider more frequent data
collection, more sensitive outcome measures, follow-up data and the use of intention to treat
analysis.

Conclusion
In conclusion, it has been recognised that individuals with CEN in Northumberland and
Cambridgeshire have struggled to access evidence-based treatment for their difficulties, often
facing long waiting times, repeated assessments and the need to receive a diagnosis before getting
the correct help. As part of community transformation, the H.O.P.E team and the REDS team
were set up to provide better care for this group of people. Both services aimed to provide adapted
versions of DBT that could provide people with evidence-based therapy, whilst remaining
accessible by shortening the length of therapy and removing individual therapy sessions. The
present study found that both services supported individuals with CEN to access evidence-based
therapy. Whilst there were high discontinuation rates, individuals that completed therapy found it
to be acceptable, reported significantly lower scores on measures of symptoms and felt closer to
achieving important goals in their lives. Several recommendations are provided for similar services
including reflections on helping to reduce the number of people who drop out, the length of
treatment, online vs face-to-face offers and engaging people from minority groups. The results of
the study are encouraging and have implications for future research and clinical
recommendations.

Key practice points

(1) Adapted DBT without individual therapy appears to be cost-effective and acceptable treatment for people in
Northumberland and Cambridgeshire.

(2) CEN services should consider ways to help people engage in therapy, including offering pre-treatment one-to-
one sessions, taster group therapy sessions and the opportunity to meet peer supporters with lived experience.
Online is an effective alternative to face-to-face therapy and where possible people should be offered a choice.

(3) We would recommend that services should be led by need, rather than diagnosis. Services should be sensitively
designed to provide interventions of varying intensity and duration to meet differing needs in risk and
complexity.

(4) CEN services should consider how to engage people from minority backgrounds. This may include partnership
working with third sector agencies, considering the venues used for therapy, and raising the awareness of services
through training and education with key stakeholders.

(5) Future researchers should consider regular data collection, follow-up data, sensitive outcome measures, and
comparison groups to establish the effectiveness of treatment.

Further reading
Bolton, W., Lovell, K., Morgan, L., & Wood, H. (2014). Meeting the challenge, making a difference: working effectively to

support people with a personality disorder in the community [E-book]. Department of Health. https://www.candi.nhs.uk/site
s/default/files/Documents/practitionerguide_0.pdf (accessed 28 September 2022).
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Kells, M., Joyce, M., Flynn, D., Spillane, A., & Hayes, A. (2020). Dialectical behaviour therapy skills reconsidered: applying
skills training to emotionally dysregulated individuals who do not engage in suicidal and self-harming behaviours.
Borderline Personality Disorder and Emotion Dysregulation, 7, 152–157.
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